We describe a case of non-tuberculous mycobacterial infection of the larynx in a previously well, immunocompetent young woman. Laryngeal mycobacterial infection is rare and currently accounts for less than 1% of all cases. A diagnostic dilemma often occurs because it may mimic laryngeal carcinoma, chronic laryngitis, or laryngeal candidiasis. This case highlights the importance of considering non-tuberculous mycobacterial infection in the differential diagnosis of laryngeal lesions.
INTRODUCTION
Non-tuberculous mycobacterial infection has been described in the medical literature as early as the mid-1950s. 1, 2) With the development of and advances in the field of mycobacteriology over the past 20 years, other mycobacteria can be distinguished from Mycobacterium tuberculosis and antimicrobial susceptibility testing of mycobacteria can be performed.
Non-tuberculous mycobacteria (NTM) are classified based on their growth rates. Rapidly growing NTM is categorized into pigmented and non-pigmented species. Examples of pigmented species are M. phlei, M. aurum, and M. flavescens, but they are rarely associated with clinical diseases. The non-pigmented NTM species are M. fortuitum complex and the M. chelonae/abscessus group. 3) Here, a case of non-tuberculous mycobacterial infection of the laryngopharynx with an unusual presentation of a painful large ulcer is discussed.
CASE REPORT
In December 2009, a previously well 30-year-old pharmacist presented with a chronic recurrent sore throat since 1 year. The symptom started during her last pregnancy and was preceded by multiple oral ulcers.
The sore throat was mainly on the right side and was associated with odynophagia and a foreign body sensation. She had no fever or other constitutional symptoms. Clinically, there was no stridor, hoarseness, or lymphadenopathy.
On examination of the larynx using a rigid 70-degree scope, there was an ulcer visible over the right hypopharynx and on the lingual sur- Postoperatively the patient was well, had no difficulty in breathing, and the tracheostomy was decannulated 4 days post operation.
The patient was seen in the clinic 1 month after the procedure and she was well and asymptomatic. During subsequent clinic visits, the stenotic region had not worsened and the airway remained good and patent. She has remained well so far.
DISCUSSION
Non-tuberculous mycobacterial infection was first described in the medical literature as early as the mid-1950s. 1, 2) NTM are classified based on their growth rates. Rapidly growing NTM is categorized into pigmented and non-pigmented species.
3) NTM are also called atypical mycobacteria or mycobacteria other than tuberculosis. It is a group of opportunistic bacterial pathogens numbering more than 120 species.
Infection is acquired from environmental reservoirs and usually manifests as pulmonary disease, although lymphadenitis, soft tissue infection, and bacteremia may also occur. 4) They are divided into two main groups: (1) the slow grower; and (2) the rapid grower, according to their rate of growth in subculture. Most of the slow growers are able to cause human diseases, the most common being two members of the M. avium complex (MAC), i.e., M. avium and M. avium intracellulare.
NTM is ubiquitous in the environment but M. tuberculosis infection has always overshadowed the true prevalence of NTM. 4) Diseases caused by NTM are not generally notifiable and, as a result, their epidemiology is not well described. 5) Although the exact magnitude of NTM is difficult to predict because a culture is not a routine part of diagnosing tuberculosis, it is thought to vary from 1% to 28%. Generally, the symptoms of NTM infection are nonspecific. Most patients will present with a chronic cough, with or without sputum production or hemoptysis and fatigue or malaise. Constitutional symptoms such as weight loss, fever, and night sweats are less frequent and occur in 30% to 50% of patients. Once constitutional symptoms develop, it is usually a case of advanced disease. 6) As for our patient, she presented with a chronic sore throat associated with odynophagia and a foreign body sensation; which is a nonspecific and uncommon symptom of NTM infection.
In extrapulmonary NTM disease, lymphadenitis caused by NTM Figure 3. This figure shows an endoscopic view of the larynx that depicts the hypopharyngeal wall with a fibrous border and stenosis over the anterior part of hypopharynx. The epiglottis was retracted and the pyriform fossa and also the vocal folds are unable to be visualized. 
